Background. The number of elderly Hispanic Americans is projected to more than double by 2010 and account for 16% of all elders by 2050. The complex health needs and diversity of that growing population poses challenges for planning and delivery of health services.
The number of Hispanic Americans (age range, >= 65 years) exceeded one million in 1995, is projected to more than double by 2010, and to increase eleven-fold and constitute 16% of the entire elderly population by 2050. 1 The complex health and medical needs and considerable diversity of this rapidly growing population pose myriad challenges for the planning and delivery of health services. This study uses data from the 1988 National Survey of Hispanic Elderly People to examine correlates of physician utilization among Mexican American, Cuban American, and Puerto Rican elderly persons nationwide.
Literature Review
An increased availability of large-scale data sets and robust measurement techniques have facilitated inquiry regarding health indicators, including patterns and predictors of health services utilization among ethnic minority elders in recent years.2-5 Research studies on Hispanics has lagged behind that of research studies completed on African Americans because of inadequate funding and methodological problems, eg, poor data sources, lack of appropriately validated measures, and small samples with insufficient power for multivariate analyses.5,6 Those samples, while providing vital data on specific groups and geographic locales, have also precluded study of critical demographic, cultural, historical, and ecological variations in Hispanic nationality groups that affect health indicators and service use.
As reliable national data for Hispanic elders become available, a clearer picture of health indicators for that population has begun to emerge.7 (See Angel and Angel 8 for a review of data sets suitable for large-scale epidemiological and health services research on Hispanic elders). In general, older Hispanics appear to experience both absolute and relative economic, mental health, social and, to some extent, health disadvantages faced by other ethnic minority elders in the United States.9-13 In a comparison between a national random sample of non-Hispanic American elders with Hispanics who are of the same age in a companion data set Andrews et al 9 discovered that the latter fared worse on nearly every major dimension of health and well-being, especially income, English proficiency, educational attainment, self-reported health, and functional status. Moreover, analyses of large-scale data sets have confirmed wide variations among national origin groups in terms of socioeconomic status and indicators of social, psychological, and physical well-being,10,11,14 which in turn create differential patterns of need and service use. [15] [16] [17] With respect to health indicators, recent studies show that mortality and morbidity estimates for Hispanic elders, as compared with Anglo American age peers, are mixed. 16 Despite their poorer socioeconomic status, life expectancy for Hispanics equals or exceeds that of Anglo Americans at all ages. That advantage, attributed to lower mortality from cardiovascular diseases and cancer, especially for males, is believed to be caused by protective cultural factors and by the positive impact of selective immigration of persons who are healthier that results in a "healthy immigrant" phenomenon.7 Hispanic elders also have comparable or lower rates of chronic health conditions than do Anglo Americans, with the notable exception of diabetes which disproportionately afflicts Mexican Americans.18 However, disability indicators are worse for Hispanics, particularly Puerto Ricans. According to data from the National Center for Health Statistics, Hispanic elders report more restricted activity days than other Whites (46.5 vs. 38.7 per year); however, they report fewer restricted activity dates than do Blacks (56.0). Impairment levels for Puerto Ricans (61.4) are higher than those of African Americans, Whites, and other Hispanic subgroups, even when the effects of income are controlled. 16, 18 Whereas those objective health indicators for Hispanic elderly persons appear comparable to or worse than those of their Anglo American peers of the same age, the former tend to underutilize long-term care services, particularly nursing home and community-based services, to meet their needs. 15, 19 In a review of the scant literature on health services utilization by older Hispanics, Angel and Angel 8 conclude that existing data are insufficient to characterize physician and hospital use as either excessively high or low. Data they present on insurance coverage suggests that it has a major impact on use of these services. To summarize, the general health status of Hispanic elders appears roughly commensurate with that of Anglo Americans, but their functional status is worse. National origin groups differ substantially in terms of health indicators and patterns of health services use, and the few studies of physician utilization by Hispanic elders suggest that Puerto Ricans may be most likely to seek the care of a physician, though perhaps not in an office visit, and Mexican Americans are least likely. The extent to which those patterns are a function of poor health, barriers to services, or a mix of both is unclear. Table 1 summarizes findings from previous studies of physician utilization identified in a full literature search on the topic. Studies of other racial/ethnic minority groups are included because there are so few studies of Hispanics and limited knowledge of factors which influence their use of physician services. This review informed the selection of variables in this study. In those studies which use a multivariate analysis, important socio-demographic predictors are education, income, and acculturation, gender, and, possibly, marital status. Insurance status, especially Medicaid enrollment, and a regular source of medical care appear to be vital resources. Social and psychological correlates include social support, proximity to children, locus of control, and depression, whereas indicators of need are self-rated health status, number and severity of conditions, cognitive and functional impairment, psychosomatic symptoms, and health worries.
Conceptual Model
The present study uses the behavioral model of health services utilization developed by Andersen et al.27-29 Wolinsky 30 describes 3 advantages to this model for examining use of health services by older adults that pertain here, as follows: it is the prevailing conceptual framework for investigating service use, especially for determining whether or not access to and use of health services are equitable;31 it is eclectic in its interdisciplinary approach; and it is the most amenable model for framing secondary analysis. The behavioral model views service use as a function of 3 sets of factorspredisposing, enabling, and need. Predisposing factors include the following: sociodemographic characteristics and health-related attitudes that exist before a given illness episode; enabling factors are social and economic resources that facilitate or impede service use; and indicators of need which are consistently the strongest predictors for older adults 32 and are those illness and/or impairment-related conditions for which services are sought. A recent review of studies using this model further suggests that contextual, ie, environmental and provider-related variables, play a major role in use.33 (See also Angel and Angel 8 on the potential role of these factors in service use by Hispanic elders). Measures of those variables were not available in the present data set.
The behavioral model has not been used to examine physician use by older Hispanics, but 2 studies have used it to assess predictors of other service use. Starrett et al confirmed the high impact of need and income variables. They also report that overall social service is low;17 environmental awareness has the strongest direct effect on use followed by need, family income, and ethnicity, in that order;34 and predictors differ among Mexican Americans, Cuban Americans, and Puerto Ricans.17,35 Looking at in-home and community-based service use, Burnette and Mui 36 found that needs were the strongest predictor of the former and that enabling factors contributed most to use of community services. Puerto Ricans and Mexican Americans were no more likely to use in-home services than were Cuban Americans, but Puerto Ricans were more likely than were Cuban Americans to use community services. Predictors of both types of service use differed for those 3 groups.
This study uses the behavioral model of health services utilization to examine the following 2 research questions: (1) predisposing, enabling, and need factors are associated with physician utilization by Hispanic elderly persons, with need factors having the greatest impact on use; and (2) the likelihood of utilizing physician services differs for Mexican American, Cuban American, and Puerto Rican elders, with the effects of predisposing, enabling, and need factors controlled.
Methods

Sample and Data Sources
Data are from the 1988 National Survey of Hispanic Elderly People, a component of the Commonwealth Fund Commission's project on elderly people living alone.37 Between August and October, 1988, telephone interviews were used to gather data on living arrangements, years since migration to the United States, economic resources, health and functional status, social networks, family support, and psychological well being of people of Hispanic origin (age range, >= 65 years of age). 37 The survey provides a nationally representative sample of Hispanic elders living within telephone exchanges with at least 30% concentration of Hispanic residents. Telephone exchanges in which Hispanics represented 30% or more of the households were first identified and then divided into 3 subuniverses to ensure adequate coverage of the three major national origin groups: (1) New England and the Middle Atlantic; (2) Florida; and (3) the balance of the US.
All sampling was carried out separately for each subuniverse. Using random digit dialing, 48,183 households were screened for eligible respondents, which resulted in 2,299 complete interviews. The response rate was 80%, with 87% of interviews conducted in Spanish. The analyses that follow are based on a subsample of Mexican Americans (n = 773), Cuban Americans (n = 714), and Puerto Ricans (n = 368) (other Hispanic groups were not included as their numbers were too small). The number of Puerto Ricans, although smaller, is sufficient to ensure adequate statistical power, assuming at least 10 cases per independent variable in the model.38
Measurement of Variables
Outcome Variables. Physician utilization was assessed by asking respondents the number of times that they had seen a physician during the previous year. Distribution of this variable was very skewed (skewness index = 5.95, including persons with 0 visits) and was, thus, dichotomized as follows: any visit, 1 and no visit, 0. Independent Variables. Table 2 presents the coding schemes, means, and standard deviations for all independent variables, including predisposing, enabling, and need factors that were used in the models. Predisposing variables are age, gender, education, marital status, and length of stay in the U.S. Excessive missing data precluded the inclusion of income in the models. Enabling factors include 3 types of health insurance (Medicaid, private insurance, and Medicare Part B, which covers physician services), number of children, frequency of contact with children, and acculturation level. The latter was assessed as English language proficiency (summation of 3 items-able to speak, read, and write English), which varies in terms of educational attainment, age at immigration, and nationality.10-11 Family supports represent significant emotional and instrumental resources and may link older adults to information on and use of formal services.
Table 2. Means and Standard Deviation of Major Variables
Need factors in the model are in-home and community-based service use, included to control for other contacts with the service delivery system, impairments in Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL), self-rated health status, and psychological distress. Psychological distress was determined by self report of feeling restless, remote from other people, bored, depressed, upset, lonely, and/or anxious (each dichotomous) during the last few weeks.39 A principal components analysis with varimax rotation yielded a 1-factor solution, and the 7 items were summed to create a composite score (Cronbach alpha = .76). All multivariate analyses are based on weighted data.37 Table 2 presents descriptive data on the 3 national origin groups. The average age of each group was 73 years. Cuban Americans had been in the United States for the shortest time period and had the lowest level of acculturation but highest level of education. Puerto Ricans were most likely to be unmarried, live alone, and have household incomes below the poverty threshold (41.1%) (not shown in table).
Results
Description of the Sample
Only 80% of the sample was covered by Medicare Part B, with Mexican Americans least likely to be covered. Puerto Ricans were far more likely to be enrolled in Medicaid and in-home and community-based services but were less likely than the other 2 groups to be privately insured. Mexican American elders had more living children and more contact with them. Regarding health status, Cuban Americans reported fewer ADL and IADL impairments and better self-rated health than others, whereas Puerto Ricans reported more psychological distress. Finally, Puerto Ricans and Cuban Americans were far more likely to have seen a physician than were Mexican Americans and had made 1.8 and 1.3 times as many physician visits, respectively, during the past year.
Multivariate Analyses
Hierarchical logistic regression was used to examine the first research question regarding the impact of predisposing, enabling, and need factors on physician use. Two dummycoded nationality variables were created, with Mexican Americans as the reference group based on the literature review. Parameter estimates indicate the change in log odds of being in a given category (a user) per unit change in the independent variable, with the effects of other variables in the model controlled. Those estimates were then converted to odds ratios to test for statistical significance,40 with values higher than 1 indicating a greater likelihood of use and those less than 1 indicating a lower likelihood of use. Finally, the relative impact of each set of variables on service use was assessed by comparing associated Wald chi-square statistics.41 Zero-order correlations of independent variables ranged from .09 to .44, with no apparent problems with multicollinearity. The overall model (Table 3 ) was significant (Model chi-square = 184.5, P < 0.0001) and each set of predictors made a significant contribution to use. Wald chi-square values were 28.3 for predisposing factors, 38.9 for enabling, and 29.9 for need. Both national origin variables were also significant, with Cuban Americans and Puerto Ricans 3.6 and 2.6 times more likely, respectively, to have seen a physician than were Mexican Americans (not shown in table). The data thus lend partial support for the first research question. Each set of behavioral variables contributed significantly to physician use, but enabling factors, rather than need, had the greatest impact.
Table 3. The Hierarchical Logistic Regression Model of Physician Utilization by Three Groups of Hispanic Elders
Hierarchical logistic regression was then used to examine the effects of national origin on physician utilization. The first step involved simple bivariate regression of national origin group on likelihood of physician use. Other independent variables, conceptualized in terms of the 3 sets of factors in the behavioral model, ie, predisposing, enabling and need factors, were then introduced sequentially to account for observed differences in use by national origin. Because the number of Puerto Ricans was too small to permit use of separate equations for each nationality, a dichotomous national origin dummy variable was entered first in each of 3 logistic regression models to examine the second research question, this strategy also allowed for a comparison between Puerto Rican and Cuban elders. In other words, the likelihood of physician use for each group was examined vis-à-vis each of the other 2 groups (Table 4) . Whereas correlates for each national origin group cannot be discerned from those models, the findings are, nonetheless, informative. Table 4 . Odds Ratio of National Origin on Physician Utilization by Model All 3 of 28 group models were significant, and, again, specific correlates of physician use and the relative impact of the 3 sets of behavioral variables differed. At the bivariate level, Cuban American and Puerto Rican elders were 2.3 and 2.6 times as likely as Mexican Americans, respectively, to have seen a physician during the previous year; those odds increased with the addition of predisposing, enabling, and need factors in the Cuban/Mexican American model and with the addition of predisposing and enabling factors in the Puerto Rican/Mexican American model. Puerto Ricans and Cuban Americans did not differ significantly in terms of physician use (Table 4 , Panel A). The second research question is, therefore, also partially supported with Cuban Americans and Puerto Ricans being equally likely to have seen a physician but both more likely than Mexican Americans to have had such a visit.
Data on the impact of predisposing, enabling, and need factors over and above nationality appear in Panel B of Table 4 . In the Cuban/Mexican American and Puerto Rican/Mexican American models, being older was associated with a slightly decreased odds of use and being female contributed to greater use in all 3 subsamples. The enabling influence of insurance is pronounced across the board, and both Medicare Part B and private insurance more than doubled the odds of use in all 3 models. Having more children slightly increased the odds of use for Cuban/Mexican American and Puerto Rican/Mexican American groupings, as did contact with children for the Puerto Rican/Cuban Americans model. Major need factors were other service use, self-rated health, and IADL impairment.
Discussion
Using a national probability sample of Hispanic persons aged 65 and over, this study extends current knowledge of patterns and predictors of physician use among the rapidly growing population of Mexican American, Cuban American, and Puerto Rican elderly persons in the US. Before discussing major findings, several caveats are noted with regard to sampling and procedures. First, persons unable to respond to a telephone interview because of physical or cognitive impairments are underrepresented, as are low income individuals in households without a telephone. However, Census data indicate that 92% of elderly Hispanics live in households with telephones, and this restriction does not have a serious effect on data quality. Sampling within telephone exchanges of 30% or more Hispanics also limits the generalizability of findings to those locales. Data are also self-report, and survey constraints prohibited independent verification of responses.
Two additional limitations to the present analyses are the cross-sectional nature of the design, which precludes determination of the direction of associations among variables, and the usual constraints of secondary data, which prohibit inclusion of relevant variables that are not in the data set. Those include, for example, the adequacy and quality of family and other sources of social support, health beliefs and health behaviors, patientphysician relationship, and factors related to the organization and delivery of health services, such as cultural and geographic accessibility.
Consistent with the few extant studies on this topic, Cuban Americans and Puerto Ricans were more likely, indeed were far more likely, than were Mexican Americans to have visited a physician during the past year. That finding is very important for the planning, organization, and delivery of physician services to elderly Hispanic Americans. First, it confirms findings in previous studies regarding the need to consider subgroup differences in patterns and potential predictors of physician utilization. Second, it underscores the need to address the health-related needs of Mexican Americans who represent 60% of this rapidly growing population.
The relative impact of the 3 sets of factors on use sheds light on those predictors. Whereas studies of older adults consistently identify need as the strongest predictor of service use, enabling factors, especially insurance coverage, are striking. Coverage of physician services by Medicare and private insurance, probably medigap policies that supplement Medicare, had a major impact on use. Earlier studies have not included Medicare as a predictor, presumably assuming near-universal coverage. That assumption does not hold for Hispanic elders, especially Mexican Americans. Enhancing insurance coverage for those underserved populations should, thus, be a priority for policy makers and service providers. Efforts should focus on strategies for increasing Medicare enrollment for eligible persons. The impact of other related factors that are not assessed here include wide dispersion of Mexican Americans across the Southwest, which presents challenges of geographic accessibility and the need for private transportation, and the greater number of undocumented aliens who are ineligible for coverage.
The number and proximity of children also appear to be important correlates of physician use, probably for emotional and instrumental reasons, eg, monitoring health status, encouraging physician visits, providing transportation, etc. Other potentially influential aspects of social support that are not assessed here include other domains of social networks, such as friends and neighbors, the quality of relationships, and the willingness and ability of network members to respond to need.
In terms of need factors, connection to the service delivery system appears to be important over and above physical and functional status. Participation in those services was associated with the use of a physician in both subgroupings which contained Mexican Americans and which may, again, reflect issues of access for that group. Finally, the impact of poor health and IADL impairment are logical and consistent with previous studies. It is also interesting to note that although psychological distress was much higher among Puerto Ricans, as in previous studies,14 that factor was significant only in the multivariate model comprising Cuban and Mexican Americans. Some of that distress may be manifested in physical health as somatization, a common manifestation of depression among Hispanics that influences reports of physical health and use of services, but could not be assessed here. 42 Researchers, policy makers, and service providers are crucial to making the current health services system more responsive to an increasingly racially and ethnically diverse population of older Americans. This study underscores the necessity to examine health status, health needs, and predictors of health services utilization separately for different national origin groups of older Hispanics. The 3 groups in those analyses differed markedly in their descriptive profiles and in terms of their likelihood of physician use. Additional research, policy, and service delivery efforts are needed to further specify and decrease group-specific barriers to use. Such efforts will require the incorporation of sociocultural, organizational, and social structural variables to the behavioral models of personal choice that are used in the present study.
